One hundred and fifty-five patients aged 75 years and over with gastrointestinal haemorrhagewere studied and compared with a series ofpatients aged under 75 years. The mortality in patients with gastric ulcer or gastric carcinoma was not affected by age. However, the mortality in patients with duodenal ulcer was greater in the over-75s (8/31 deaths in the over-75s, 4/77 deaths in the under-75s, P=0.01). There was no reluctance to operate on the over-75s. These results can be used to help construct future trials to improve treatment.
Introduction
Upper gastrointestinal haemorrhage is a major clinical problem of elderly people, and it is in the older age group (over 75 years) that mortality is highest1-3. Improvements in mortality involve improved treatment for elderly people4'5.
This study was designed to look at the causes and outcome of upper gastrointestinal haemorrhage in patients over the age of 75 years. The results from two series of patients were collected to look at mortality and scope for improved management.
Patients
The patients were studied prospectively and consisted of 67 consecutive admissions to the department of medicine for elderly people at Whipps Cross Hospital. In this hospital, an 'age-related' policy applies so that all patients aged 75 years and over with medical problems, including gastrointestinal haemorrhage, are admitted to the department6. A retrospective search was made using HAA coding data to see if other patients over the age of 75 years were discharged from or died in general medical, general surgical or general practitioner beds during the 66 weeks of data collection. One further patient was found and added to the series. We also looked at 87 patients aged 75 years and over from a retrospective series of 330 patients admitted to the Royal Gwent Hospital over a 2-year period7.
Results

Causes of gastrointestinal haemorrhage
The causes of gastrointestinal haemorrhage and the numbers of patients with each diagnosis who died are shown in Table 1 . They are compared with similar data for the patients under the age of 75 in the Gwent series.
Duodenal ulcers were more common as a cause of gastrointestinal haemorrhage in younger patients than older patients (x2=5.96 with correction for continuity, P=0.02). Gastric ulcers were equally common in both groups (X2=2.82 with correction for continuity, P=0.09). Oesophagitis was equally common in both groups (X2=2.7 with correction for continuity, P=0.1). Carcinoma of the stomach was more common in the over 75s (P=0.03, Fisher's exact test) and Mallory-Weiss syndrome in the younger group (P=0.02, Fisher's exact test). Erosions were more common in the younger patients (x2=7.74, P=0.05).
Mortality
The mortality in patients aged over 75 with gastric ulceration was 14%, similar to the mortality of 18% in patients aged under 75 years (P=0.8, Fisher's exact test). Mortality in the older group with duodenal ulceration was similar to that in patients of all ages with gastric ulceration. However, mortality in older patients with duodenal ulceration was clearly higher There was only one patient with varices in the elderly series, who died after operation. The one patient aged over 75 years with erosions and the one patient over 75 years with Mallory-Weiss syndrome who received operations also died. One of the four elderly patients with stomal ulceration received an operation and survived. No elderly patients with carcinoma of the stomach were considered suitable for surgery.
Discussion
The Gwent patients were collected during 1980/1 and the Whipps Cross patients during 1983/4. There have been no major changes in clinical practice in these hospitals or indeed nationally throughout the 1980s. The disadvantages of looking at patients from more than one district are counterbalanced by the advantages of numbers. Future advances in management are unlikely to occur unless there are multicentre trials as discussed below.
This series of patients illustrates the continued importance of gastrointestinal haemorrhage in older patients'-3. The relative increase in gastric ulceration compared to duodenal ulceration and the increase in carcinoma of the stomach is what would be expected in the light of previous knowledge of age-related incidence of these diseases11'12. The incidence of erosions is similar to that seen in another series of elderly patients3.
The mortality results show that there was an excess mortality in the older age group in patients with duodenal ulcer but not in those with gastric ulcer.
Surgery may improve mortality in older patients5"13 and operation rates were certainly no lower in the older group. So the increased mortality was not related to any reluctance to operate.
It is clearly important to look at gastric and duodenal ulcer separately as the mortality and treatment is different and scope for improved management cannot be explored if they are considered together. In both diagnoses the results of surgery were poor but there is probably more scope for improved management in duodenal ulceration because of the age-related increase in death rate.
In patients over 60 years an aggressive surgical policy has been shown to be associated with a significant reduction in mortality5. However, as patients become older the risk of surgery rises even in those with a similar classification of anaesthetic risk to younger patients7. Surgical mortality in patients aged over 75 years is about four times greater than in the 65-74 year age group8. In a recent series postoperative mortality was 9% in patients under 60 years, 15% in patients aged 60-69 years, 29% in patients aged 70-79 years and 46% in patients aged 80 years and over5. So patients in their sixties and early seventies may benefit from an aggressive surgical policy while even older patients may be more appropriately managed conservatively or with nonsurgical techniques to arrest bleeding endoscopically. There are a number of methods of doing this under investigation such as electrocoagulation with a small bipolar probe'4, laser photocoagulation15, injection with adrenaline or injection with adrenaline combined with a sclerosant such as polidocanol16. This last is particularly attractive as it is cheaper and easier to use than laser therapy and may be safer'6. However, many peptic ulcers, possibly as many as one third, are unsuitable for such therapies because they are endoscopically inaccessible or because bleeding is from a major vessel'7.
An alternative view has been put forward by Katschinski and colleagues5. They suggest that mortality in elderly people with this problem is caused by concomitant disease and would not be improved by active treatment to the lesion. Their mortality in patients with no source of bleeding diagnosed was only 7%. Our mortalities were 50% in patients aged over 75 years and 16% in patients aged under 75 years. This suggests that they were investigating people likely to die from concomitant disease while we were avoiding investigation by selecting out a particularly sick group who would not benefit even if a source of bleeding was found. This explains why our numbers of undiagnosed patients in the elderly group are on the high side. One of the special skills required by physicians working with elderly people is choosing who will benefit from aggressive investigation and management and who will not benefit because of multiple pathology (rather than because of age alone). We suspect that the usual principles of managing acute illness in elderly people apply in this situation. Aggressive, non-operative management may allow early mobilization, active treatment of concomitant disease and less risk of contracting hospital-acquired infection. Clearly this is something that needs to be examined in a controlled trial. It has been suggested that 10 000 patients would be needed in a trial to show reduction in mortality by endoscopic coagulation'5. If a trial were confined to patients with duodenal ulcers over the age of 75 years with the aim of reducing mortality from 25% to 5%, fewer patients would be needed. For a significance of 0.05 and a power of 0.8, 52 patients would be needed in each group and for a significance of 0.02 and a power of 0.9, 90 patients in each group would be needed'8. We collected 31 patients with duodenal ulceration in slightly over 3 years. So to collect 120 patients for a multicentre trial would involve four large emergency departments in almost 4 years' work which is not an unreasonable undertaking. The quality of life after survival from gastrointestinal haemorrhage in the elderly is said to be good3.
